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Introduction
It is well attested that interprofessional collaboration can strengthen health care systems and improve health outcomes (Holland et al., 2005 , Ellis et al., 2011 . More specifically, a growing body of evidence shows improved clinical outcomes when professionals collaborate to deliver orthogeriatric care, compared to traditional orthopaedic regimes (Fisher et al., 2006 , Taraldsen et al., 2014 , Prestmo et al., 2015 , Vidan et al., 2005 . Several authors have documented reduced rates of mortality (Vidan et al., 2005 , Fisher et al., 2006 , Friedman et al., 2008 , Adunsky et al., 2011 and readmission for elderly patients with hip fracture (Folbert et al., 2012) .
In the light of the beneficial patient outcomes and improved quality, many hospital managements are considering a change from traditional specialized orthopaedic care to an orthogeriatric interprofessional care model. However, for organizational changes to succeed, staff members must be ready (Weiner, 2009 , Hamilton et al., 2010 . Assessment of staff members' readiness for change gives insight into their beliefs and attitudes regarding the extent to which the change is needed and the organization's capacity to successfully undertake this change (Armenakis et al., 1993) . Such assessment can serve as a management tool for the planning and implementation of changes (Devereaux et al., 2006) . Nevertheless, the examination of readiness for change in healthcare is a relatively new discipline (Attieh et al., 2013 , Gale & Schaffer, 2009 . The aim of this study was to assess readiness for change among staff members prior to the launch of an orthogeriatric unit.
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Method
Design
The study was designed as a cross-sectional questionnaire survey and was conducted between one and two months prior to the launch of an orthogeriatric unit in the surgery department of a Danish general district hospital. The data were harvested January-February, 2014.
Respondents
All health care professionals who were considered to have a professional relationship with orthogeriatric patients in terms of treatment or administration were included. They were physicians, nurses, nursing assistants, physiotherapists, occupational therapists, secretaries, dieticians and managers from the departments of medicine, orthopaedic surgery and therapy.
An e-mail linked to a web-based questionnaire was sent out. Reminder e-mails were dispatched to non-responders after two weeks and after one month.
Intervention
On 1 March, 2014, a 12-bed orthogeriatric unit for acute patients of sixty-five years or older with fragility fractures was opened in the surgery department.
The initiative to re-organize treatment was taken by a geriatric consultant and an orthopaedic surgeon. Supported by the department managements, an interprofessional expert panel consisting of the two initiators, departmental sisters from medical-and orthopaedic ward, departmental physiotherapist, two quality responsible employees, one specialist nurse and one PhD student was established. For six month the expert panel met 6 times in order to develop a co-managed, interprofessional collaboration model for orthogeriatric care. To meet the panel´s recommendations M A N U S C R I P T
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for collaboration new structures, task distributions and acceptance of shared responsibility for treatment were required. The orthogeriatric care model involves orthopaedic surgeons, geriatric specialists, nurses, nursing assistants, physiotherapists, occupational therapists and dietitians working closely together treating the elderly patients with comorbidities, chronic deceases, functional disabilities and a newly arrived fragility fracture. Together the different professions negotiate and agree how to solve complex care problems and provide services.
Each weekday an interprofessional conference is held to discuss treatment, training, nursing care and discharge planning in relation to all orthogeriatric patients. At the conference firmly led by the departmental sister all professionals contribute to solve patient problems and challenges. The patients are assessed daily by an orthopaedic surgeon and geriatric specialists. Physiotherapy and training in daily living activities are substantially increased compared to the regime in the former orthopaedic unit (i.e., mean times 140 min v 250 min per admitted patient). Dieticians advise the medical staff on nutritional issues yet they have no direct contact to patients. The nursing staff was trained in the prevention, detection and treatment of relevant medical complications and dieticians advised the medical staff on nutritional issues.
Questionnaire
Our questionnaire was based on Kristensen and Nohr´s validated questionnaire to assess readiness for change among Danish health care staff (EPJ-observatoriet, 2004 , Kristensen & Nohr, 2000 . The authors were inspired by Lorenzi's theory of change management and readiness in health care systems (Lorenzi & Riley, 2000) , which focuses on hardware, software and what they term as peopleware in relation to the implementation of informatics system (Lorenzi & Riley, 1995) .
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According to Lorenzi et al. the overall aim is to secure the involvement of staff in organizational change (Lorenzi & Riley, 2003 ).
The 52 items in Kristensen and Nohr's questionnaire (Kristensen & Nohr, 2000) covered four subthemes: 1) knowledge and understanding, 2) need for change, 3) readiness for change and 4) planning of change. Further elaboration of the questionnaire was undertaken and finally reduced to 32 questions (Hostgaard and Nohr, 2004) .
We adjusted our questionnaire by altering the specific name of the organisational change ; Orthogeriatric care. We thus omitted seven questions concerning communication strategies, computer knowledge, job loss in relation to computerization and the need for implementing informatics system. Minor adjustments were made after face validation and pilot testing involving a representative group of nine professionals from a similar orthogeriatric unit at another hospital in the region.
Our questionnaire contained six items assessing background information: place of employment, employment year, age, gender, profession and year of graduation and 25 items covering four subthemes 1) knowledge and understanding (6 items), 2) need for change (3 items), 3) readiness for change (10 items) and 4) planning of change (6 items).
In subthemes 2-4 the response options were presented on a 5-point Likert scale from "fully agree"
to "fully disagree" with a "don't know" option, whereas the response options varied in subtheme 1.
Analyses
The data on professional background were collapsed into four groups: 1) physicians (consultants and registrars), 2) nursing staff (nurses and nursing assistants), 3) therapists (physiotherapists and M A N U S C R I P T
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occupational therapists) and 4) a small group of secretaries, dieticians and managers without patient contact.
All responses to subtheme 2-4 items were coded binarily with "fully agree" and "partially agree" collapsed into one group and the remaining response options collapsed into another.
Only fully completed questionnaire forms were included.
Results are given in proportions. Where relevant, chi-square and Kruskal-Wallis tests were performed with p<0.05 as significance level. All analyses were performed using Stata 13 software 
Results
Fully completed questionnaires were returned by 113 respondents (50.7%); the response rate among physicians was 49.2%, 51.2% for the other groups. Six only partially completed questionnaires were omitted.
The respondents' mean age was 44.9 years (SD 10.5); mean seniority since graduation was 18.7 years (SD 10.6); mean duration of employment at current department was 9.3 years (SD 6.7); 77.9% were female, with only minor differences between departments; details are shown in Table 1 . 
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In response to the question about the purpose of implementing orthogeriatric care (OC), the majority in all professional groups ticked the option "improved quality in patient treatment" (91.2%), "improved patient-perceived quality" (68.1%), "improved organization of clinical pathways" (77%) or "improved interdisciplinary collaboration" (77.9%). A few respondents deemed the purpose to be "achievement of cost savings" (10.6%) or "reassignment of tasks" (21.2%).
Overall, 77.9% of the respondents indicated that they had either "excellent knowledge" or "some knowledge" of orthogeriatric care. For the nursing staff, this number was significantly lower (60%; p=0.001). Furthermore, 87.6% expressed their "full support" or "support" to the creation of the orthogeriatric unit and 71.7% stated that it would "significantly promote the interdisciplinary approach" of their department.
Table 2 here, please
Eliciting the respondents' readiness for change, we found that 88.5% indicated a belief that OC would match the hospital's need for change, and that it would furthermore have a positive effect on patient-perceived quality (88.5%) and clinical quality (81.4%), whereas 54.9% stated that "substantial aspects of my work will be improved". When asked to indicate their sense of threats to their professional, work-related interests, 72.6% fully or partially agreed that none existed; however, the nursing staff expressed significantly stronger concern (58%; p=0.009). In the same group, expectations of a positive effect on the working environment were weaker than the average, 59.3%. Overall, 63.7% fully agreed or partially agreed that their professional group was motivated M A N U S C R I P T
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to go ahead with the work related to OC although there was significant variation between professional groups, with the lowest score among nursing staff (p=0.04). Asked about their experiences with earlier change processes, 74.3% fully or partially agreed that they were positive, with significantly lower scores among physicians (51.7%; p=0.005).
Full or partial agreement was indicated by 59.3% that the staff would become involved in the change process and by 46.9% that the department would provide adequate training. In total, 44.2% of the respondents stated that an appropriate amount of time would be given for implementation, with a significantly lower score among physicians (27.6%; p=0.05). A significantly higher proportion of the nursing staff (36.0%) expressed concern about the strain of implementing OC (p=0.003).
To examine the professional groups' readiness for change (10 items), item-scores from 0-5 were generated with 5 for the most positive reaction ("fully agree"), 1 for the most negative reaction ("fully disagree") and 0 for the "don't know" option. The means for this subscale (per person) were calculated by dividing the total score by the number of included items.
As shown in Figure 1 the expressed readiness for change varied between professions; medians for the nursing staff was 3.7, therapists 4.0, physicians 4.4 and other professions 4.3, indicating that physicians and professionals without patient contact tended to feel more ready for the implementation than were the nursing staff and therapists (p=0.1). The overall median was 3.9. 
Examining readiness for change among nursing staff, we found no significant differences between the two departments in which nurses and nursing assistants worked (p=0.64; results not shown).
Furthermore we examined the readiness for change between nurses and nursing assistants. Though we found a difference in median on 3.8 versus 3.3 no significant differences were found (p=0.84).
The nursing assistants accounted only for 7 of the 50 respondents in the nursing staff group.
As a group, the median for surgeons was 4.5, for medical practitioners 3.4, indicating that the former group was more ready for change to OC than were their medical colleagues (0.0057; Figure   2 ). We found no evidence of correlation between age, seniority, or duration of employment and readiness for change.
Dropout analysis
The eligible study population in the three departments was 223, with 25.5% physicians, 44.4% nursing staff, 13.9% therapists and 15.2% dieticians, leaders with staff responsibility, secretaries and others. Twenty-six per cent worked in the department of medicine, 59.6% in the department of surgery and 14.3% in the therapy department. Overall, 80.7% were women; the means for age was 44.5 years and for duration of employment 6.6 years.
Comparing respondents (n=113) to the eligible study population, response proportions and professions in the three departments were comparable, as were mean ages and gender distributions.
The respondents had been employed for a longer time than the eligible study population as a whole, indicating that respondents were likely to be senior.
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Discussion
Our cross-sectional study demonstrates readiness among professionals to engage in implementing an orthogeriatric collaboration model. Their responses indicated good knowledge of and strong support for the decision to implement a joint orthogeriatric unit. In assessing the purpose of the implementation of orthogeriatric care, a majority across professions selected improved quality in patient treatment, improved patientperceived quality, improved organization of clinical pathways or improved interdisciplinary collaboration. Seven out of ten also indicated that an interdisciplinary approach would be promoted.
All of the mentioned factors testify to the staff's commitment to the decision of implementing an interprofessional collaboration model.
Although we found an overall high degree of readiness for change, differences between and within the professional groups were apparent. Regardless of their departmental affiliation, the nursing staff expressed less readiness for change (median 3.7) when compared to other professional groups.
Their reluctance was reflected in particular by responses indicating that they perceived a threat to their work-related interest and their doubts about the benefits of the change to substantial aspects of their work. The nursing staff also scored low on questions concerning expectations for the working environment and expressed concern about the strain of implementing OC. In contrast, the physicians gave evidence of a high degree of readiness (median 4.4) but indicated concern over the planning process, possibly as a result of less than positive experiences with previous changes. Our findings are in contrast to those of Alameddine, Saleh and Natafgi in their study of attitudes to the implementation of reporting quality and safety indicators. Where they found that physicians were M A N U S C R I P T
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less ready for change compared to nursing staff (Alameddine et al., 2015) , our results may indicate that the type and content of a change are important factors for readiness.
In relation to the planning of the change process, physicians were less optimistic about the prospect of their becoming involved, and whether they would be given enough time and offered adequate training, indicating their lack of belief in the organization's capacity to plan the change. The nursing staff expected that the implementation of OC would place a big strain on their group while they showed greater confidence that they would become involved in the planning stage.
Overall, the results indicate the professionals' strong readiness to change the organization in order to promote new ways of interprofessional collaboration concerning elderly patients with fragility fractures. The motivating factors seem to be expectations of improvement in areas such as patient treatment and patient-perceived quality, the organization of clinical pathways and interdisciplinary collaboration. In the nursing staff, concerns seem to centre on work-related interests and work strain. Only about half of the physicians could attest to positive experiences with earlier change processes.
The response rate in our survey (50.7%) was lower than was hoped for although mean response rates to mail surveys published in medical papers between 1996-2005 was just 56%, with a declining trend (Cook et al., 2009) . Even though reminder e-mails were sent out and the managers were to motivate the health care professionals to respond it seemed difficult to increase the response rate. It cannot be ruled out that the selection of the eligible study population was too wide. The eligible study population was pointed out by the managers and included both professionals who were to be permanently employed as well as temporary workers. It thus seems possible that the low response rate could be due to professionals not feeling closely related to the change and therefore M A N U S C R I P T
potentially not interested in responding. In that perspective the readiness for change can assumingly be correctly estimated.
The gender and age distributions of our respondents were similar to those of the entire study population, although their employment had lasted longer. While some evidence suggests that relatively new recruits to an organization tend to be more ready for change (Hanpachern et al., 1998) , others have found no correlation between readiness for change and years in present job (Shah & Shah, 2010 , Madsen et al., 2005 . The non-respondents may thus have been more ready for change but the evidence is not clear at that point.
We used the widely accepted method of asking study participants to complete a questionnaire to assess organizational readiness for change in a population of health care professionals prior to the launch of an interprofessional orthogeriatric unit (Holt et al., 2010 , Weiner et al., 2008 . Our questionnaire was based on readiness for change theory and developed and validated for use in a Danish health care setting. To strengthen the content validity of our questionnaire we performed face validation and pilot testing.Evaluating the internal consistency of our questionnaire we used Cronbach´s alpha and confirmatory factor analysis (CFA). Cronbach´s alpha coefficients of each subscale was 1) 0.66 (6 items), 2) 0.71 (3 items), 3) 0.84 (10 items), 4) 0.67 (6 items) and for the total scale 0.90; indicating questionable to good reliability. The Confirmatory factor analysis showed factor loadings between 0.34 and 0.79 and the sub-themes concerning 1) knowledge and understanding, 3) readiness for change and 4) the planning of the change correlated with coefficients of 0.8-0.9, whereas the construct validity of 2) the need for change sub-theme appeared to be poor.
Further research is needed to strengthen the validity and reliability of the results obtained.
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The survey was conducted after the decision to adopt the change had been taken and before the implementation phase, which is considered the optimal time frame for the assessment of readiness for organizational change (Weiner et al., 2008) .
Conclusion
Our study demonstrates confidence among health care professionals that interprofessional collaboration will be promoted by the implementation of orthogeriatric care. We found they were knowledgeable about the proposed orthogeriatric collaboration model and ready to engage in its implementation. Their concerns pertained to different practical aspects; those voiced by the nursing staff related to work strain and the work-related interests of their professional group whereas the physicians' reservations concentrated on the planning of the change. Mean duration of employment (SD) 6.1 (4.9) 9.7 (6.5) 13.1 (7.9) 9.3 (6.7)
* Dieticians, managers, secretaries and others M A N U S C R I P T
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Ethical statement
The aim of the survey was described in the first e-mail to the participants; their return of the electronic questionnaire was considered to express voluntary consent to participation. Identification by the researcher was precluded as all personal identifiers were removed or disguised during data collection.
The study has been approved by the Danish Data Protection Agency (2008-58-0035) . According to the Regional Scientific Ethical Committees of Southern Denmark, no further approval was needed.
